Objective: to describe the prevalence of the use of light technologies by the nursing team of a state hospital. Methods: cross-sectional and observational study. The sample consisted of 19 Nurses and 67 Nursing Technicians. The data were collected through direct simple observation using a validated instrument. Chi-square was used to compare the use of light technologies between the nursing categories. Results: there was prevalence of nursing technicians, females, with no partner and with an employment relationship. In the "Bonding" dimension, the interventions presence and security enhancement prevailed for nursing technicians and nurses, respectively. In the "Welcoming" dimension, surveillance and security were the most used by both categories. Conclusion: evaluation of the prevalence of light technologies showed that the dimensions "Welcoming" and "Bonding" were the most used by the nursing team and that nurses use them more often than the Nursing Technicians in the studied unit. Descriptors: Biomedical Technology; Critical Care Nursing; Intensive Care Units.
Introduction
There are several technologies used for the development of work in health institutions. These can be classified into: hard technologies, which includes technological equipment such as machines, devices and organizational structures; light-hard technologies, which includes the knowledge that guide health work; and light technologies, which are relationships based on bonding, autonomy, welcoming and management of the work process (1) (2) . Light technology can be understood as the construction of an optimized relationship for the provision of health care, established between the professional and/or team and the patient. Thus, the formation of bond between the actors in the provision of health care is encouraged. Therefore, it broadens the recognition of individual and singular needs and, at the same time, promotes autonomy for decision making. In addition, it produces collective management spaces and active participation of all those involved in the care process -professional/health team, patient and managers (1) (2) . The use of light technologies in a hospital environment is mentioned in the National Humanization Policy as essential for the recovery of universal access, equity and comprehensive care to the individual and to promote a humanized care. In this way, the requalification of the relationships between professional and/or health team and patients, based on values such as respect for singularities and defense of users' rights, is extremely necessary and relevant (3) . Another parallel can be made with assumptions of some nursing theorists who, although following distinct theoretical-philosophical references, are premised on the production of reciprocity and interaction and environmental relations, indispensable to an effective care, recovery of autonomy and citizenship (4) (5) .
There are few papers in the literature mentioning or using relationship technologies or light technologies in nursing. This fact mat be due to the difficulty of professionals in defining what these technologies are and in recognizing them as technological resources. A study that evaluated the use of technologies in nursing showed that only 9.0% of the articles addressed light technologies and 2.9% addressed light and light-hard technologies (6) . Likewise, it was stated that the use of nursing technologies can have a 58.8% impact on the strengthening and quality of patient care in nursing. Therefore, light technology, emanating from the relationship with the nursing team, is capable of providing planning based on patients' individualities and real needs. Thus, a singular, reflexive, effective and safe care is generated (6) . Given the above and given the importance of this theme for the development of a quality nursing care, this study aims to describe the prevalence of the use of light technologies by the nursing team of a state hospital.
Methods
This is a cross-sectional and observational study. The research environment was the Intensive Care Unit of a large Health Care Institution of the State Health Network of Sergipe, Brazil.
The sample consisted of 86 workers (19 nurses and 67 nursing technicians/assistants), who correspond to 77.5% of the nursing staff professionals (111). The selection was made by non-probabilistic sampling by quota, stratified by professional category and obtained assuming a 5.0% sample error and a 95.0% confidence interval. Inclusion criterion of this research was developing care activity in the Intensive Care Unit. Exclusion criteria were professionals' absence due to vacations or leaves in the period of data collection.
Data were collected from March 1 to 31, 2015 by the research team and by nursing undergraduates from the Federal University of Sergipe, who had received training. The collection instrument was developed based on the psychometric methodology, the-oretical reference of light technologies of Mehry and Feuerweker and on the National Humanization Policy of the Unified Health System.
Between December 2014 and January 2015, the instrument was validated by six judges, selected by criteria adapted from Fering, who analyzed six criteria: appearance, clarity/comprehension, content, efficiency/consistency, objectivity and validity of the proposed model.
The first part of the instrument is related to the characterization of the sample in terms of bio-socio-demographic (age, sex, marital status, schooling) and professional aspects (position, length of time in the sector, weekly working hours, number of employment relationships and satisfaction in working in the sector). The second part investigated the use of light technologies by the nursing team, based on four dimensions identified in the concept of light technology of the selected theoretical framework.
In order to adapt the light technology to nursing practice, the Nursing Interventions Classification (NIC) was used. Thus, a search in NIC was conducted and 19 nursing interventions with definitions and activities that were more similar to the points identified in the selected referential were selected. Then, these were grouped into the corresponding dimensions: Bonding, Autonomy, Welcoming and Management.
The guideline of the first dimension is the construction of bond between the person and the professional. This relationship requires an affective and moral connection and promotes learning about caring. Thus, the nursing interventions selected were: Active Listening (4920); Touch (5460); Complex Relationship Building (5000); Security Enhancement (5380); and Presence (5340).
In the second dimension, the guideline establishes that the process of health production is complete when people become subjects capable of deciding about their care and, together with health professionals, are able to build working rules for themselves and all. Self-Care Assistance (1800) was chosen; Assertiveness Training (4340); Emotional support (5270); Self-awareness Enhancement (5390); and Values Clarification (5480) were chosen in the NIC.
Welcoming the user, since his/her arrival, becoming responsible for him/her and opening of spaces for listening and speaking in care and assistance relationships are the guidelines of welcoming practices in services, which were applied to the third dimension. For this study, the following nursing interventions were chosen: Surveillance: Safety (6654); Shift Report (8140); Case Management (7320); Admission Care (7310); Visitation Facilitation (7560).
In the last dimension, the way of managing work processes and the analysis of information and decision making is built by collective spaces, with involvement of all entities in the health producing units. Thus, the following interventions were selected: Critical Path Development (7640); Decision-Making Support (7560); Patient Rights Protection (7460); and Health Education Enhancement (5515).
Direct and simple observations were performed, in which professionals were analyzed during provision of care. Each pre-selected nursing intervention in which three activities were performed by the observed professional was equivalent to "yes", being registered in the instrument. On average, three hours of observations were carried out from Monday to Friday during the three work shifts.
The variables selected for this study were: the dependent variable corresponding to the application of light technologies and the independent variables concerning the bio-socio-demographic and professional attributes.
Data were tabulated in the Epi-info 7 program and analyzed using BioEstat software for Windows® version 5.3 . In order to analyze the categorical variables, a simple distribution frequency was used. The Kolmorogov-Smirnov test was performed to evaluate the normality distribution regarding the use of light technology and the Chi-square test (χ 2 ) and/or Fisher's Exact test was used to compare the use of light technologies between the nursing categories. In order to analyze the quantitative variable "number of nursing interventions", the central tendency measure -median -was used as the sample did not present a normal distribution.
The study complied with the formal requirements contained in the national and international regulatory standards for research involving human beings.
Results
The results, shown in Table 1 , evidenced prevalence of females (76.7%). There was higher presence of people without partner and nursing technicians with higher education.
The relationship between number of employment relationships and workload showed that, although most professionals had only one employment relationship, the number of professionals with a weekly workload exceeding 60 hours per week was significant (46.5%). Another highlight is the high percentage of positive answers (90.7%) about satisfaction in working in the Intensive Care Unit.
Regarding the light technologies (Table 2) used by the nursing team, the most prevalent dimensions were "Welcoming" (52.3%) and "Bonding" (48.8%). Regarding the professional category, the dimensions "Welcoming" (68.4%) and "Management" (52.6%) prevailed for nurses, while for nursing technicians, "Bonding" (47.8%) and "Welcoming" (47.8%) prevailed.
In the "Bonding" dimension, the most used nursing interventions were Security Enhancement (5380) for both categories, followed by Touch (5460) for nurses and Presence (5340) for nursing technicians.
The most prevalent nursing intervention in the "Autonomy" dimension was Self-Care Assistance (1800), occurring in the same way for both categories. It is observed that this intervention was the only one with prevalence in the nursing technician category. For the nursing team, the least prevalent was Values Clarification (5480). It should be emphasized that this was the least observed intervention in nursing care practice. In the "Welcoming" dimension, the nursing intervention Surveillance: Safety (6654) was the most prevalent for nurses and nursing technicians, being used by 94.7% and 86.6% of these, respectively. It is worth noting the finding regarding the nursing intervention Visitation Facilitation (7560), with only 2.3%, and the lamentable fact that this intervention is the second least practiced by nurses.
When the "Management" dimension was evaluated, there was a significantly higher percentage of use among nurses (52.6%) when compared to nursing technicians (28.3%). Among the nursing interventions of this dimension, Patient Rights Protection (7460) was the most prevalent for both nursing categories, being more used by nurses. Of the 19 nursing interventions applied by the team, only three did not present a statistically significant difference between the professional categories: Visitation Facilitation (7560), Self-Care Assistance (1800) and Assertiveness Training (4340). In this study, the median value was seven nursing interventions per professional category. Thus, 74.0% of nurses and 51.0% of nursing technicians presented performance above the median in the use of light technologies.
Discussion
A limitation of this study was having conducted the research with professionals from a single health institution, thus portraying a local reality. The method used for data collection was also a limitation, as simple observation raises the subjective and partial interpretation of the studied phenomenon and the presence of the researcher can provoke alterations in the behavior of the observed participants.
Regarding the characterization of the sample, the prevalence of females corroborates a research of the Federal Nursing Council (7) , which also had similar result on the higher education of nursing technicians. This may be explained by the growing number of nursing colleges and by increased access to federal government grants through a student funding program (7) (8) . This fact, however, did not approximate the results regarding the use of light technologies when the performance by category was evaluated.
Most of the professionals referred only to one employment relationship, but they had a long working day, associated with the fact that many of them worked extra hours in the same unit. This is a worrying result, since long journeys are pointed out in the literature as one of the main factors that trigger stress in the professional, thus compromising the quality of nursing care (9) . Almost all the participants of the study reported satisfaction about working in the Intensive Care Unit under study. This is a positive result, since satisfaction has influence in the care provided by the nursing team. This refers to a sum of internal and external variables that influence motivation for developing care activities and productivity, regardless of technical-scientific training, in addition to being intrinsically linked to autonomy to perform labor activities and quality of life at work (4, 10) . As for light technologies, the prevalence of the dimensions "Welcoming" and "Bonding" demonstrate how much the nursing team is aware on the importance of the humanization process. This fact implies the involvement of health professionals and the use of relationships as technology, building a construction among the subjects and providing a foundation for the meeting of mutual needs (5) (6) . However, in view of the obtained results, it is recommended the requalification of the relations between professionals and patients with the re-evaluation in professional training (1, 3, 5) . Within these dimensions, the most used nursing interventions for both categories were those related to the control of risk factors for patient safety and that confirm relevant aspects of care (4, 5, 11) adopted by the nursing team working in this unit. The low percentage of use observed in the nursing intervention related to the establishment of therapeutic relationship can be justified by the profile of the patients hospitalized in this unit, by the predominance of interaction with the hard technologies available and by the biomedical model in the Intensive Care Unit, which hinders insight production (11) . Similarly, the same explanation is considered for the lower prevalence of the autonomy intervention. However, a study confirms changes in the physiological responses when auditory and tactile stimuli are performed (12) , a fact little observed in the Intensive Care Unit. Therefore, it is paramount to expand nursing interventions regarding assertiveness, self--perception, emotional support and self-care for the recovery of equity and comprehensive care, which is a challenge of the National Humanization Policy (3) . The feasibility of access of relatives and companions to the Intensive Care Unit is an action performed and guided by nurses; however, this was the least used nursing intervention by the studied team. This is an opposite result to that recommended by the National Humanization Policy guidelines (2) , since the approximation of the social network of the patient to the care process is paramount for a comprehensive care, since they are also subjects of health care (3, (5) (6) . Humanization in this unit is not an easy task, because it requires individual attitudes against an established biomedical model and a technological system, often not humanizing (6) . Another complicating factor is the existence of norms and routines, which are crucial to the organization, and which need to be manageable for the exercise of a humanized care to critical patients, and nurses have responsibility in this process (3, 6, 13) . Visitation should provide effective communication and a therapeutic relationship with the family, thus favoring the understanding of the whole and patient rehabilitation (3, 14) . Management of care, with better results among nurses, has confirmed the responsibility for the management of the care provided by this category, in addition to complying with the Civil Code, Consumer Law, and the Professional Ethics Code with respect to the citizen's rights (15) (16) (17) . In critical units, in addition to developing complex care activities, the nurse must manage care dynamically, leading the team to achieve the best results, client and family satisfaction, and to reduce adverse events related to care (4, 10, 17) . It should be emphasized that the unit under study carries out the Nursing Process, however, there is no emphasis on light technologies, being predominant the biomedical model based on the resolution of biological problems. The light technologies are confused with the work process itself and nursing care. Therefore, it is emphasized, the need for reevaluation and the insertion of these technologies in the care process (3) (4) 11) . Reformulations are necessary in order to adopt light technologies in this Intensive Care Unit, in view of the positive impact on the care given to the critical patient (6, 11, 17) . It is highlighted, as contribution of this study, the construction of scientific knowledge related to the light technologies applied by the nursing team in intensive care unit. It also allows professionals and managers of the studied institution to reflect on the use of light technologies and to plan interventions to intensify the use thereof.
Conclusion
Evaluation of the prevalence of light technologies showed that the most used dimensions by the nursing team were "Welcoming" and "Bonding". Considering the professional category, the dimensions "Welcoming" and "Management" prevailed for nurses, while for nursing technicians, "Bonding" and "Welcoming" prevailed. Nursing interventions, which materialized the light technologies, were predominantly significant.
